An association between type 1 diabetes mellitus and pregnancy was considered to be a high-risk situation in the past. Optimal preconception care and advances in the management of pregnancy have dramatically declined maternal and perinatal morbidity. The coexistence of myocardial ischaemic heart disease and diabetes (White class H) has been considered a formal contraindication for pregnancy because high foetal and maternal mortality complicate this class of disease (1, 2). The association of myocardial ischaemic heart disease and diabetes during pregnancy is uncommon; however, it may become a more frequent complication with the tendency towards an older child-bearing age in women.
We report a pregnancy in a diabetic woman 5 years after myocardial infarction. I. C. L., a 35-year-old female with a 15-year history of poorly controlled type 1 diabetes mellitus, was first seen at 10 weeks of gestation. She had pre-proliferative diabetic retinopathy, which had required laser therapy, but no evidence of renal disease. She smoked 10 cigarettes a day.
Five years earlier she had been admitted to hospital with sudden onset substernal chest pain that had lasted 4 h and was associated with sweating and general weakness. The physical examination was normal. An electrocardiogram revealed typical signs of an acute inferior myocardial infarction. Lactate dehydrogenase, creatinine kinase and myocardial band isoenzymes were found to be elevated consistent with recent myocardial infarction. She had an uncomplicated recovery and was diagnosed on discharge of acute inferior myocardial infarction. Cardiac catheterization, performed after hospital discharge, showed no evidence of coronary artery stenosis and normal left ventricular ejection fraction. Aspirin treatment was then initiated.
When the patient presented in early pregnancy she had experienced several episodes of severe hypoglycaemia and poor diabetes control (previous HbA1c 8%; normal range 4±6%). The patient was counselled on the potential hazards but she decided to continue the pregnancy. During her subsequent prenatal course, the patient underwent exhaustive diabetes control and HbA1c fell to 6.5% by 22 weeks' gestation. Direct ophthalmoscopy revealed no changes in her retinopathy and the albumin excretion rate remained within normal values. Cardiac function was stable and she was asymptomatic throughout pregnancy. At 30 weeks gestation the patient presented with severe vomiting and was admitted to hospital because of poor metabolic control. Corticosteroids were administered for induction of foetal lung maturity. At 32 weeks' gestation an elective Caesarean section with epidural blockade was planned in view of worsening metabolic control and the high risk for the mother. A 2170 g (normal birth weight for gestational age) live male infant was delivered, with an Apgar score of 9 at 5 min. The baby was noted to have an atrial septal defect and developed neonatal hypoglycaemia, hypocalcaemia, respiratory distress syndrome, which required mechanical ventilation, hyperbilirubinaemia and multifactorial anaemia. The infant was discharged (2920 g) on postpartum day 45, and surgical repair of the interatrial communication was performed at 9 months. The mother had an uncomplicated puerperium, except for the development of postpartum thyroiditis.
Only 10 cases of pregnancy in diabetic women with a prior history of ischaemic heart disease have been reported previously (1, 3±8); no maternal mortality occurred and there were only two foetal losses (Table  1) . Maternal and foetal outcome, including our case, is viewed as satisfactory, this being especially true in those patients in whom cardiac surgery was performed before pregnancy.
Pregnancy in women with pre-existing ischaemic heart disease must be considered a high risk situation. Therefore, if pregnancy is desired, careful preconception evaluation and counselling is mandatory. Prior to conception, cardiological examination must include an evaluation of ventricular performance and coronary anatomy, as these are the main prognostic factors (2). In our patient, who did not seek preconception counselling, satisfactory outcome is certainly related to absence of coronary artery stenosis and normal left ventricular ejection fraction. Additionally, time elapsed between myocardial infarction and pregnancy (5 years in our patient) could have conferred further haemodynamic stability. Hypertension, an associated risk factor for myocardial infarction during pregnancy, must also be evaluated and treated if necessary. Normal blood pressure throughout pregnancy in our patient, could have contributed to a favourable outcome.
Pregnancy in women with diabetes, with or without vascular disease, carries an increased risk of foetal malformations related to glycemic control at the time of conception. Therefore, the infant's atrial septal defect is most probably related to poor glycaemic control, which was evident in our patient.
The case presented may provide information on the limited experience with pregnancy after myocardial infarction in women with diabetes. This case, and the accumulated experience in the literature, demonstrates that good ventricular performance and normal coronary vessels warrant a good prognosis for women with diabetes who conceive after myocardial infarction. Additionally, this case emphasises the importance of good glycaemic control before conception.
